(a) Severe or malignant asthma which seemed to require enormous doses of steroid: A man of 49 who developed progressive asthma following a respiratory infection a year before was in hospital for some eighteen months off and on with very severe status asthmaticus on many occasions in spite of 60-100 mg of prednisone. At one time he had to be bronchoscoped three times in one week. The disease has now burned itself out and he is on 15 mg of prednisone. He has severe osteoporosis of the spine and had to be wheeled about in a chair but has slowly improved and can now walk without a stick.
(b) Allergic cough: I have seen about half a dozen cases developing an extraordinary, exhausting cough with excessive sputumfrom 4 to 20 oz a daybut little actual wheezing; there is a high eosinophil count in the sputum and the only treatment that seems to control the symptoms is steroids. In these cases we have used dummy tablets without the patient's knowledge, when there is a relapse, but when real prednisone is substituted the cough and sputum cease.
(c) An elderly patient suddenly developed dyspncea without much clinical wheezing: This man of 61 used to push his invalid wife in a Bath chair up to five miles a day; he suddenly developed dyspncea without obvious cause and on examination had hypertension and very poor respiratory function. He was admitted to hospital where we concluded there was no cardiac cause for his breathlessness but thought it must be due to an odd type of emphysema; he was readmitted two months later and given a trial of steroids with dramatic improvement and he is now leading a normal life on 5 mg of prednisone.
(d) A man of 80 was admitted to the Brompton Hospital with recurrent bronchitis for nine years but developed severe asthma for the first time a month before admission; in spite of all simple treatments in hospital the asthma persisted but was abolished with prednisone and he is now leading a normal life.
In summary, I stress the following:
(1) Asthma which persists or starts after puberty is often an incapacitating and serious disease, which should be investigated and treated at an early stage, preferably in hospital.
(2) Asthmatics who have attacks of status asthmaticus and who have nasal polypi or aspirin sensitivity may die suddenly.
(3) Treatment by steroids in small dosage is a safe procedure but is a heavy responsibility on the clinician. (4) A small proportion of patients with chronic bronchitis and emphysema may respond to steroids with benefit. Some patients with unexplained dyspnoea, without typical wheezing, may respond, as may also a number with an irritable productive cough. Rheumatoid arthritis is a chronic inflammatory process involving the moving parts of the body. We think this inflammation is due to an immunological reaction of the body against products of its own locomotory metabolism, set off either by infection or by somatic -mutation. Once set in motion there is on this theory no radical cure except by suppression of immunologically competent cells. Short of this, we can either suppress motion, leading to a pain-free but vegetable and dependent existence, or we can damp down inflammation. Steroids damp down inflammation, as do salicylates, and if this were all they did, life would be a lot simpler both for us and for the patient. But they produce osteoporosis, ulcers, cataracts and growth failure and pituitary suppression, to mention only a few ofthe concomitant troubles. Another major disadvantage of steroids is, paradoxically, its ease of administration and its immediate but temporary solution of diagnostic difficulties. How often that woolly blanket term 'collagen disease responsive to steroids' has masked diseases like leukaemia! Despite these numerous disadvantages, steroids are still widely used, especially at the periphery, chiefly because they give relief from pain and disability for the immediate moment. The trouble comes later, and is often referred to more central hospitals.
It is impossible for me to discuss the use of steroids without their hazards, because without their hazards there would be no problem. The hazards come when dosage exceeds 5-7 5 mg prednisone per day: we use prednisolone or prednisone almost exclusively, as none ofthe newer or the older products seems to have any further advantage, and the dream of separating antiinflammatory from other effects appears to be merely a dream so far, despite various claims. At levels above 5 mg/day overa period of time, trouble will almost inevitably ensue. One of the most dangerous of these troubles is rampant infection; we have had a number of deaths associated with this and we think, partly at least, due to steroids. Thus we have had death from peritonitis associated with a smal appendix stitch abscess; we have had cellulitis, osteomyelitis, measles encephalitis, and steroid-enhanced varicella. Fortunately in many instances antibiotics are effective cures provided that the infection is The collapse seems to occur most frequently in the lower dorsal region and may be accompanied by severe root pains.
Children present special difficulties in regard to growth, because a steroid dosage of between 3 and 5 mg will often prevent normal growth in height (if not in width). Reduction of dosage may sometimes allow partial resumption, but complete restitution of growth will usually only occur if steroid is stopped -(see Fig 1) . Human growth hormone in doses of 10 mg twice weekly is being used in an effort to counteract this effect, but results cannot yet be reported.
Perforated and bleeding peptic ulcers are rare in children but common in adults, and I think are due partly to the locally high concentration of prednisolone at the mucosal surface. By 1962, about 20 % of our patients had had some gastrointestinal complication, and Table 1 lists also the frequency of various other complications due to steroids. I have not listed neuritis, arteritis and gangrene, since we believe these are not primarily due to steroids although it is possible that steroids may enhance this dangerous and sometimes fatal complication. The latest hazard to be recognized is the appearance of a posterior subcapsular cataract, and we have seen 12 such cases on long-term steroid at Taplow. As we have seen them up to now, they are seldom severe enough to interfere with vision, but I suppose may become a great deal worse. We are therefore making sure that Mr W K Smiley, our ophthalmic surgeon, sees regularly all patients who are on long-term steroids, for slit-lamp examination. We try to discontinue steroids in all who develop cataract.
The indications for starting steroids are listed in Table 2 . Anyone dealing with rheumatoid arthritis is always very reluctant to start steroids, and is becoming more so. In 1957 we started 20 patients with rheumatoid arthritis on steroids at Hammersmith; in 1963 we started only 4, and in 1964 our records show that we started none, although we saw 90 new patients with rheumatoid arthritis. This is not to say that we do not have a large number on steroids started in previous years or coming to us already on steroids, but we make determined efforts at regular intervals to reduce or discontinue the dosage. We can confirm Alan Hill's finding that in some patients an evening dose of 5 mg is very effective in preventing the morning stiffness which is often such a very disabling feature of this disease (DeAndrade et al. 1963) . Table 2 Indications for steroid treatment in rheumatoid arthritis (I) Disease activity with pain and functional disability uncontrollable by simpler measures (such as aspirin, paracetamol, phenylbutazone, indomethacin, flufenamic acid, gold or antimalarials) (2) Co-operative intelligent patients free from psychological disturbances (3) Acute inflammation and pain in one particular joint holding up general progress (4) Economic and social obligations, especially temporary ones (breadwinners, mothers ofyoung children) (5) Complications like iritis We usually try to wean patients from steroids either with a mild analgesic, like salicylate, or following three months of gold injections or antimalarial therapy, as shown for instance in Fig 1, which concerns a patient with Still's disease, fever and rash who needed about 10 mg prednisone a day to keep her living a reasonably normal life. We were finally able to discontinue steroids after a course of chloroquine and with the aid of salicylate. Another patient appeared to go into remission after a small course of gold (Fig 2) . Others, however, present more difficult problems and we have often been unable to reduce steroids below 7 5 mg/day even with theEe adjuvants and in the face of complications such as cataract (Fig 3) . There must of course be a full supporting regime (Table 3) . Table 3 Basic regime in rheumatoid arthritis
(1) Morale (2) Analgesic (anti-inflammatory) drugs such as salicylate, phenylbutazone (3) Splints (for prevention of deformities) (4) Heat (5) Movements (passive initially) (6) Movements active (assisted and resisted) (7) Avoidance of fatigue (8) General health measures (e.g. iron) (9) Social adjustments Adluvant measures: Steroids (prednisone), anabolic agents, gold, chloroquine The most important point in using steroids is to use them only as an adjuvant to general measures, and to stop using them as soon as it is possible to do so. Adequate splinting is always very important, as well as daily rest periods and active exercises; provision of joint-saving and labour-saving devices in the home and the lightening of social obligations are very important, as is the patient's understanding and willingness to co-operate. We do not think t-hat adrenocorticotrophic hormone helps in the weaning process, which may take a very long time.
But to close on a more cheerful note, there are many patients who have been helped by steroids to remain happy and useful people who would never have done so in the days before 1949. They may be a minority and they may need unremitting attention, but they are worth it: their recovery of function is (we think) not entirely due to natural remission. 
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